Background: The coexistence of a stable femoral and a loose acetabular component may pose a
significant differences in subsequent years for all aspects of HHS, except the function score was significantly better in the ArTHA cohort at year 1. 10.0% of ArTHAs and 7.8% of TrTHAs had required rerevision. The 5-year survivorship was 90.3% (95% CI ± 2.1%) for the ArTHA cohort and 92.7% (95% CI ± 1.8%) for the TrTHA cohort (p = 0.394). The ArTHA with posterior approach (n=118) group had the lowest dislocation rate and the best trend of functional outcomes.
Conclusion: ArTHA can provide similar functional outcomes and dislocation rate to TrTHA, with an acceptable rerevision rate. The posterior approach in this study was not associated with a significant dislocation rate.  C -multiple joint disease or other disabilities leading to difficulties in walking [11] . 91
Medical and surgical complications were compared. Chest pain, myocardial infarction and 92 cardiac arrest were considered as cardiac complications. who died and those who were lost to follow-up were included in the survivorship analysis. The 111 survivorship analysis was based on the assumption that not all implants will be revised and 112 even if the exact time of rerevision for censored observations was not known, the implant was 113 at least known to be unrerevised before being censored [12] . The log-rank test was used to 114 identify significant differences between the survival curves of the study cohorts. A p-value less 115 than 0.05 were regarded as statistically significant. 116
117

Results
118
There were 355 (Table 2) . 136
137
The comparison of HHS for pain, function and total score are shown in Figure 1 ArTHA cohort and 7.43% (20 out of 269) in the TrTHA cohort. However, we were unable to 157 identify if they were acetabular or femoral fractures, due to insufficient detail in the database. 158
The dislocation rates were similar in both ArTHA and TrTHA cohorts (6.0% vs 5.6%). 159
However, the dislocation rate was the lowest for the ArTHA (P) group, followed by TrTHA 160 (P), TrTHA (AL) then ArTHA (AL) group (3.4%; 4.4%; 6.9% and 8.1%). The ArTHA cohort 161 was associated with fewer medical complications than the TrTHA cohort (4.1% vs 12.6%). 162
Wound infection was the most common postoperative medical complication in our study 163 cohorts (Table 4) . 164 165 9
In our study, 27 (10.0%) of ArTHAs and 21 (7.8%) of TrTHAs had required rerevision. The 5-166 year survivorship was 90.3% (95% CI ± 2.1%) for the ArTHA cohort and 92.7% (95% CI ± 167 1.8%) for the TrTHA cohort. There was no statistical difference between ArTHA and TrTHA 168 cohorts in the Kaplan-Meier survivorship analysis (p = 0.394) (Figure 3 ). The ArTHA (AL) 169 group appeared to have the shortest 5-year Kaplan-Meir survivorship of 89.7% (95% 170 CI ± 2.9%), followed by ArTHA (P) group with survivorship of 90.9% (95% CI ± 3.0%), 171
TrTHA (AL) with survivorship of 91.4% (95% CI ± 3.1%) and the TrTHA (P) group with the 172 longest survivorship of 92.4% (95% CI ± 2.8%); with a non-significant p-value of 0.533 173 (Figure 4) . The indications for rerevision were similar to rTHA, with similar rerevision rate 174 due to aseptic loosening in both ArTHA and TrTHA cohorts. Our study had one rerevision due 175 to periprosthetic fracture in the ArTHA cohort (Table 5) . rTHA is known to be associated with a higher dislocation risk and periprosthetic fracture risk 214 than primary THA. One large prospective cohort study on rTHA reported a periprosthetic 215 fracture rate of 4% from day 1 to 30 post-operatively [23] . We were unable to determine if our 216 'acute periprosthetic fracture' occurred intraoperatively or postoperatively within the hospital 217 stay due to insufficient detail in the documentation. However, our periprosthetic fracture rates 218 were within the range reported in previous intraoperative series, with a lower rate in the 219
ArTHA cohort [23, 24] . Some studies reported a higher dislocation rate (8% to 25%) after 220
ArTHA than after TrTHA [4, 25, 26], which was not observed in our study. suggest that the statistically non-significant but slightly lower survivorship for the ArTHA 254 cohort was due to the preservation of the original femoral component. Importantly, we were 255 able to achieve a lower dislocation rate, a lower periprosthetic fracture rate and an acceptable 256 rerevision rate and survivorship in both cohorts, compared to other studies [22, 31] . 257 258 To our knowledge, this is the first large age and gender matched comparative study of ArTHA 259 and TrTHA cohorts. We acknowledge that the current study has certain limitations. The 260 reduced cohort sizes when adding in the factor of surgical approach means that any conclusion 261 about implant survivorship for each surgical approach needs to be interpreted with caution. 262
Albeit not statistically significant, our results indicated a trend of best functional outcomes 263 with ArTHA (P) but slightly lower survivorship than both TrTHA approach groups by a very 264 small margin. This may be important for the surgeon when making decisions about rTHA, 265 13 particularly in young patients. Further investigation regarding the best surgical approach is still 266
warranted, but our study does provide a realistic outcome prediction for both surgeons and 267 patients regarding the longevity of the prosthesis and also the quality of life after rTHA. The 268 issue of patients lost to follow up is common in studies of this kind. We do not have 269 information on these patients other than those who had died, where that fact is straightforward 270 to determine with current National Health Service (NHS) record keeping. However, we do not 271 consider that this is critical in the study, given that the proportion is roughly the same in both 272 cohorts. 273
274
The documentation on our prospectively collected database is necessarily limited, and in 275 certain areas such as the issue of periprosthetic fractures, there is little detail available. 276
Recourse to the clinical notes has not been possible in many cases, as a significant number of 277 these records are no longer available. This same limitation also applies to the issue over what 278 was the condition of the femoral component in the two main cohorts. The policy in our unit, 279 with all the surgeons, has been only to revise the components which seemed loose or, rarely, 280 problematic in some other way, such as component version. This was determined by 281 preoperative assessment and imaging, and also by the surgeon's intraoperative judgement. We 282 believe that this reflects most surgeons' practice. In essence, very few stable implants were 283 revised, the main exception being those few well fixed acetabular components in the TrTHA 284 group which had significant polyethylene wear. 285
286
We did not find evidence of the femoral component frequently needing to be revised after 287
ArTHA within the time period of the study. The argument is still occasionally advanced when 288 considering rTHA that a 'fresh start' is best by revising both components, even if only one is 289 loose. On the other hand, Moskal et fixed monobloc stem such as a Charnley in ArTHA, we would ordinarily accept any minor 294 scratches on the femoral head, rather than embark on a full femoral revision. If there was a 295 modular head then we would change that to a new one, which also improved access. The rise 296 of cement within cement revision may reduce the operative morbidity from cement removal 297
[33] but this was not a significant feature of our practice at the time of this study. 
